, given evidence showing a strong association between child depression, on one hand, and dysfunctional parent-child interactions, on the other (Cicchetti & Toth, 1998; Lovejoy, Graczyk, O'Hare, & Neuman, 2000; Sander & McCarty, 2005) . The targets of a parent-oriented treatment could include patterns characterizing families of depressed children. For example, these families tend to show low levels of quality time and enjoyable parent-child activities (Lovejoy et al., 2000) ; this could be targeted by the traditional behavioral parent training (BPT) ''one-on-one time'' in which parents devote planned blocks of time to interacting exclusively with their child, showing close attention and interest in the child's activities. Families of depressed children also tend to show low levels of attention to and reinforcement of positive child behavior and positive mood, and inadvertent reinforcement of depressive behavior and negative mood (Messer & Gross, 1995; Sheeber, Hops, & Davis, 2001 ); this might be addressed through widely used BPT procedures that involve teaching parents to use differential attention, praise, and rewards. Parents of depressed children tend to show negativity (Kim Park, Garber, Ciesla, & Ellis, 2008) , criticism (Kazdin & Marciano, 1998) , and difficulty expressing emotional support (Stark, Sander, Yancy, Bronik, & Hoke, 2000) ; these might be targeted through BPT procedures for training parents to avoid ''nattering'' and to use extensive labeled praise for desirable child behavior. These parenting skills are included in BPT for child conduct problems (Weisz & Kazdin, 2010) ; therefore, treatment for depressed children might draw from these procedures.
Of the trials for depressed children that were included in the Weisz et al. (2006) meta-analysis, only 32% included parents in the treatment, and in most of these studies parent involvement consisted mainly of psychoeducation. Two research groups have piloted treatment protocols that included BPT components for depressed children, ranging in ages from 8 to 14 (Eckshtain & Gaynor, 2012 , 2013 Tompson et al., 2007) , and found positive treatment outcomes, but because the studies were open clinical trials, the findings are only suggestive, providing no information on the effectiveness of BPT in comparison with other established treatments. Unlike studies with depressed children, a limited number of trials targeting depression in older adolescents between the ages of 13 to 18 involved parents, for example, family treatment that focused on learning the children's treatment skills and on BPT components like family communication and problem solving (Brent et al., 1997; Clarke, Rohde, Lewinsohn, Hops, & Seeley, 1999; Lewinsohn, Clarke, Hops, & Andrews, 1990) . These studies, which did not produce significant effects of parental involvement, did not use BPT procedures as just described, so there has not yet been a test of those procedures, to our knowledge.
Since the specific parenting skills embodied in BPT for child conduct problems may well be relevant to patterns identified in families of depressed children, we sought to learn whether BPT might actually be associated with reduced depression in referred children who met criteria for depressive disorders. We used data from a randomized controlled trial (RCT) that included a subset of children who met criteria for depressive disorders and were treated only with CBT for depression or only with BPT for comorbid conduct problems. We compared these two demographically matched groups at pre-and post-treatment to learn whether BPT for conduct problems alone might actually lead to reduced depression, and if so, how that effect would compare to the depression reduction achieved through CBT which was focused exclusively on depression. We predicted that children in both groups would demonstrate reductions in depressive diagnoses and symptoms and that there would be no group differences at post-treatment. The age range reflected, in part, the psychometrics of the study measures (e.g., some of the measures had not been validated for children younger than 7) and, in part, developmental requirements and constraints of the treatment manuals employed, which set the upper limit of the age range at 13. Diagnoses were obtained via the Children's Interview for Psychiatric Syndromes (Weller, Weller, Rooney, & Fristad, 1999a , 1999b ) and elevated problem levels (i.e., T scores of !65) were identified through relevant scales of the Child Behavior Checklist and the Youth Self-Report (Achenbach & Rescorla, 2001) . Exclusion criteria included (a) intellectual disability, (b) pervasive developmental disorder, (c) psychotic symptoms, (d) primary bipolar disorder, and (e) primary inattention or hyperactivity. The treatment focus was determined using information about the diagnosis, symptoms, and the child-and parentidentified top problems (patient priorities). Thus, for a number of children who had depressive disorders, comorbid conduct problems led to a treatment focus on conduct, and thus to the use of BPT. (For further information, see Weisz et al., 2012) .
METHOD Participants
The groups in the current study were formed from participants in the original study. To be included, participants had to have at least one diagnosis of depression, receive evidence-based treatment (SMT or MMT but not usual care) for either conduct problems only or depression only, participate in at least three sessions, and have post-treatment data. Children selected for the BPT group received only BPT for conduct problems. Any child in the original RCT conduct group who received any treatment other than BPT for conduct problems was not included in the current study. Children selected for the CBT group received only CBT for depression. Any child in the original RCT depression group who received any treatment other than CBT for depression was not included in the current study. Figure 1 shows the participant flow from the RCT to the current study. Each group included 15 children, with groups matched on age and gender.
All 15 children from each group (100%) matched on gender; age matching was exact for 10 children from each group (67%), within 1 year for two children from each group (13%), within 2 years for two children from each group (13%), and within 3 years for one child from each group (7%). See Table 1 for sample demographics.
Study Conditions
The depression treatment used the Primary and Secondary Control Enhancement Training , an individual CBT protocol addressing depression. The conduct treatment used the Defiant Children (Barkley, 1997) , a BPT protocol addressing conduct problems. The MMT for depression and the MMT for conduct problems (MATCH; Chorpita & Weisz, 2005) included modules that correspond to the treatment procedures of Primary and Secondary Control Enhancement Training and Defiant Children, respectively. For the purpose of this study children who received SMT and children who received MMT were combined to create one evidence-based treatment group for conduct problems (BPT) and one evidencebased treatment group for depression (CBT). As detailed above, children in the BPT group received only BPT for conduct problems and children in the CBT group received only CBT for depression.
Measures
Depression and conduct-related diagnosis. The Children's Interview for Psychiatric SyndromesChild (ChIPS) and Parent (P-ChIPS) Form (Fristad et al., 1998; Weller et al., 1999a Weller et al., , 1999b ) is a structured diagnostic interview assessing child DSM-IV diagnoses. The reliability and validity of this measure are well documented in other studies (Fristad et al., 1998) , and five psychometric studies have shown mean sensitivities of 0.66-0.83 and mean specificities of 0.78-0.88 (Weller et al., 1999a (Weller et al., , 1999b . The current study used combined ChIPS and P-ChIPS diagnoses that were generated using the Silverman-Nelles (Silverman & Nelles, 1988 ) procedure for integrating the child and parent reports. Using this procedure, all diagnoses generated by the child's report being accepted if internalizing (e.g., depressive disorders) and all diagnoses generated by the parent's report being accepted if externalizing (e.g., oppositional defiant disorder). The ChIPS and P-ChIPS were administered by masked interviewers.
Depression symptoms. The Youth Self Report (YSR; Achenbach & Rescorla, 2001 ) and the Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001 ) are parallel 118-item self-report and parent-report measures of child behavioral and emotional problems. Children and parents rate each item on a 3-point scale: 0 (not true), 1 (somewhat or sometimes true), and 2 (very true or often true). Both measures generate a total problems scale, broadband Internalizing and Externalizing syndrome scales, and eight narrowband syndrome scales. For the purpose of this study we used the Withdrawn=Depressed and the Anxious=Depressed Ebesutani et al., 2010 ) are parallel 47-item self-report and parent-report measures of DSM-IV depression and anxiety disorders in children. Children and parents rate each item on a 4-point scale: 0 (never), 1 (sometimes), 2 (often), and 3 (always). For the purpose of this study we used the Major Depressive Disorder scale. The score for this scale ranges from 0 to 30, with higher scores indicating higher levels of symptoms. The RCADS scores have demonstrated good reliability and high convergent and discriminant validity (Chorpita, Moffitt, & Gray, 2005; Chorpita et al., 2000) . The RCADS-P scores demonstrated good internal consistency, test-retest reliability, and convergent and discriminant validity (Ebesutani et al., 2010; Ebesutani et al., 2011) . Measures of depressive symptoms reflected a composite score, created separately for child and parent using the child and parent scales from both measures, respectively. Raw scores were first converted to standardized z scores and then averaged to yield the composite scores. A z score equal to 0 represents the mean, a z score greater than 0 represents a score greater than the mean, and a z score less than 0 represents a score lower than the mean.
Conduct symptoms. The broadband Externalizing syndrome scale from the YSR (Achenbach & Rescorla, 2001 ) and the CBCL (Achenbach & Rescorla, 2001 ) was used to assess child conduct symptoms reported by the children and the parents, respectively. The combined score on this scale ranges from 0 to 64 on the YSR and from 0 to 70 on the CBCL with higher scores indicating higher level of symptoms. For purpose of consistency with the depressive symptoms, raw scores were converted to standardized z scores.
Parenting stress. The Parenting Stress IndexShort Form (Abidin, 1995 ) is a 36-item measure assessing the stress a parent experiences as a function of characteristics of the child, the parent, and situations related to the role of being a parent. Parents rate each item on a 5-point scale: 1 (strongly disagree), 2 (disagree), 3 (not sure), 4 (agree), and 5 (strongly agree). Scores range from 36 to 180, and higher scores indicate higher levels of stress. The Parenting Stress Index demonstrated good test-retest reliability (Abidin, 1995) .
Data Analyses
Data from 30 parents and 29 children were available at post-treatment. One parent did not complete the RCADS-P at pre-and post-treatment, so the composite depressive symptoms score was based on the two existing scores. Given the small sample size, nonparametric statistical techniques, which involve rank ordering of data, were used throughout.
Baseline categorical group differences were assessed using Fisher's exact test and Fisher-Freeman-Halton exact test by analyzing 2 Â 2 contingency table and m Â n contingency tables, respectively. Mann-Whitney exact test was used to assess baseline group differences in continuous outcomes. To supplement the identification of statistical significance, raw data were used to compute effect sizes as Cohen d values (Cohen, 1988) . The standardized mean difference for independent groups was applied where post-treatment scores for the BPT group were contrasted with the CBT group; the standardized mean difference for dependent groups was applied where pre-and post-treatment scores were compared for a particular group. For frequencies, d values were obtained using Lipsey-Wilson transformation procedures (Lipsey & Wilson, 2001) . Because d tends to be biased in small samples, a correction factor was used to obtain an unbiased effect size estimate, often labeled Hedges's g (Hedges, 1985) . Interpretation of the effect size followed Cohen's (1988) criteria of .30 ¼ small effect, .50 ¼ medium effect, and .80 ¼ large effect.
McNemar's exact test was used to examine pre-post treatment differences in diagnoses and Wilcoxon-Signed Rank exact test was used to test pre-post treatment differences in depressive symptoms. The pre-post treatment differences were assessed separately for each group. Following treatment completion, Fisher's exact tests were used to examine group differences in diagnoses, whereas Mann-Whitney exact tests were used to test for group differences in depressive symptoms. Calculation and interpretation of effect sizes followed the approach described above. Again, both statistical and practical significance were considered.
RESULTS

Preliminary Analyses
No statistically significant differences between the BPT and CBT groups were obtained for gender, age, family income, grade level, parents' marital status, and ethnicity. All group differences were also negligible in magnitude (see Table 1 ). As Table 2 shows, the groups did not differ significantly at baseline in level of depressive symptoms, as reported by both the children and parents, and effect sizes were very small in magnitude. The groups significantly differed in the number of children with conduct-related diagnoses; Fisher's Exact p ¼ .002, g ¼ 1.90. Large group differences did emerge for parenting stress reported by the parents (Mann-Whitney exact p ¼ .002; g ¼ 1.27), with stress being higher for parents in the BPT group than parents in the CBT group. With regard to treatment characteristics, there was a large statistically significant group difference in the number of sessions attended (MannWhitney exact p ¼ .001; g ¼ À1.54), with more sessions in the CBT group than the BPT group. We conducted the same analyses only with the 15 BPT children and seven CBT children who had comorbid depressive disorders and conduct-related disorders and found that there was no substantial difference in findings. One exception is that the children's report of depressive symptoms from pre-to post-treatment only approached statistical significance due to the smaller Comparison between the BPT and the CBT groups at post-treatment revealed nonsignificant negligible between-group differences in depressive symptoms following the completion of treatment as reported by the children (Mann-Whitney exact p ¼ .757, g ¼ .12) and their parents (Mann-Whitney exact p ¼ .570, g ¼ .14). Because these analyses are based on a very small number of participants, these results should be considered as preliminary.
Intervention Effects
We also conducted the same analyses looking at changes in conduct symptoms for the 15 BPT children and seven CBT children who had comorbid depressive disorders and conduct-related disorders. Within the BPT group, there was a marginally significant medium reduction in conduct symptoms from pre-to post-treatment based on the children's report, Wilcoxon-Signed Rank exact p ¼ . 
DISCUSSION
Childhood-onset depression has multiple negative outcomes and poor prognosis. Existing treatments for child depression demonstrate only moderate outcomes. Despite research demonstrating that child depression is associated with parent-child conflict, no study has, to our knowledge, assessed the impact of BPT on child depression. The present study demonstrated that in a clinically representative sample of referred children, depression diagnoses and symptoms were markedly and significantly reduced from pre-to post-treatment with both individual child-focused CBT and parent-focused BPT, with no differences between the two treatment groups following treatment completion. This suggests that parent-directed treatment focused on improving child conduct and reducing parent-child conflict via behavioral procedures may be a promising strategy for addressing child depression, possibly as the only treatment or perhaps in combination with CBT. The efficiency and brevity of BPT may make it especially attractive where cost-effectiveness is an important consideration. This conclusion is supported by two other aspects of the findings. First, the BPT used here did not target depression directly, not even partially, yet the improvement in the BPT condition was similar to that achieved by CBT that targeted depression directly. Second, the two groups demonstrated similar improvement despite the fact that children in the BPT group received fewer treatment sessions, and parents in the BPT group had higher levels of parenting stress. These findings notwithstanding, this study is only preliminary, pointing to the potential value of a larger sample RCT.
This study has several limitations. Methodologically, the groups being compared were formed via a matching procedure rather than through randomization, which would have been ideal. An additional limitation is the small sample size, which limited power to detect differences between groups. A third limitation is that the goal of the BPT used here was not to target depressive symptoms but to target conduct problems; therefore, despite the similar improvement of both groups, the results cannot accurately represent outcomes that might be achieved with a form of BPT directed (in whole or in part) at child depression. In the future, large sample research using BPT designed for child depression, and employing randomly assigned treatment groups will add significantly to our understanding of the potential of BPT in the treatment of child depression.
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